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Abstract 
Mobility disability affects the quality of life for the older urban population. The objectives of this research 
paper were to determine the burden of mobility disability and explore influential factors affecting the 
quality of life of urban community aged 50 and above with mobility disability. Total of 481 participants 
who were randomly selected from two health centres has been interviewed using structured 
questionnaire in December 2014. The prevalence of mobility disability was 23.1%. All domains quality 
of life of the older people with mobility disability were significantly affected as compared with those 
without. These factors need to be emphasized in future planning for elderly. 
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1.0 Introduction 
An aging population is a challenge that affects developed and developing countries. Monthly, 
one million people become sixty years old. Furthermore, the projected growth of elderly group 
will increase in exponentially, and the need for resources to care for older individuals will, 
therefore, increase proportionately. This growth will also result in an increased incidence of 
degenerative diseases and disability. There are hurdles that need to be overcome as these 
older age groups incur massive healthcare cost. Compressed morbidity is preserving the 
highest levels of quality of life as possible and reducing the morbidity to a minimal until the 
point of demise (Luthy et al.,2014). The quality of life (QoL) has objective and subjective 
components that cover physical, psychological and social components. The quality of life 
consists of dimensions and facets that help to define, understand and evaluate the quality of 
life of an individual. The World Health Organisation established six dimensions in the quality 
of life domains. The dimensions were physical health, psychological, the level of 
independence, social relationships, the environment, and spirituality/religion/personal beliefs 
(Escuder-Mollon et al.,2013). 
Apart from preserving a good quality of life, disability is a major problem among elderly. 
With huge advancement, disability can be prevented or halt the progression. According to 
Gong et al. (2007), disability is the functional consequence of impairment and change in a 
body because of diseases and accidents. This condition will hamper the ability to live and 
work as an average individual in society and limits major life activities and social activities. 
The disability can be classified as visual, hearing, physical (mobility), speech and intellectual 
disability by the body structure; or as a psychological, physical and organic disability by 
characteristics of the disability; or as congenital and acquired disability. Congenital disabilities 
accounted for only 9.57% while acquired disabilities accounted for 74.67% (Gong et 
al.,2007).      
According to Gill et al. (2006), mobility disability is defined as an inability to walk one 400 
metres or to climb a flight of stairs, respectively. The definition of major mobility disability was 
the failure to complete the 400-meter walk test within 15 minutes. If the 400-meter walk test 
could not be assessed, self-report and a proxy report were valuable. (Pahor et al., 2006). 
The rationale of the study was to elucidate the factors that affect the quality of life to 
understand better the key issues that should be taken into consideration.     
Objectives of this survey were to examine the burden of mobility disability among urban 
elderly in Malaysia. Furthermore, we aim to explore the quality of life domains and the factors 
influencing them. 
 
 
2.0 Literature Review  
Elderly is the foundation of the family, connections between individuals in different ages in 
society to the country (Charoenpoom, 2015). Hence, it is important for us to preserve a good 
quality of life for them. 
The quality of life for the elderly is the satisfaction with regards to mental, physical health 
as well social wellness that involves recognizing the value of themselves (Charoenpoom, 
2015).  
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One of the criteria for assuming the status of being ‘old’ is the decline of social 
participation and the feeling of uselessness (Mollon et al. 2013). In view of this, Charoenpoom 
(2015) stressed that social background was one important factor that affected the well being 
of individuals. The social background involves a multi-level of community activities in 
association with self-reliance and sustainability relating to strengthening self-esteem, 
responsibility, decisions making and problems solving. Elderly who has a good social network 
with the community have positive feelings toward the well-being. Besides social influence, 
economic status also contributes to the level of quality of life in Bangkok 
(Charoenpoom,2015).    
In 2012, Carmen introduced the ageism concept and the intergenerational practices in 
Romania. The author elaborated on the social marginalisation of the elderly and the impact 
of intergenerational practices to overcome the stigma. The connection between the parents, 
children and grandchildren are one of the factors that were incorporated into the study.  
For older people with a mobility disability, living arrangement (living alone versus with 
family) played a vital role as reported by Ellen Gee et al.(2006). In relation to the burden of 
disability, Gong et al.(2007) described that most of the male encountered the disabilities in 
working age (15-64 years old) or education age (5-19 years old). However, the female usually 
experienced disability when they entered elderly age group (65 years old and over). The 
prevalence of mobility and hearing disability for the male was higher than the female. 
However, the prevalence rate of visual, psychiatric and multiple disabilities was lower than 
that for the female.   
The existence of chronic diseases and physical handicaps increased loneliness as 
documented by Moisescu et al.(2014) and Arslanta et al. (2015). This will generally affect 
their psychological well-being.  
 
 
3.0 Methodology  
In December 2014, we executed a cross-sectional study was conducted in urban health 
centers in Sungai Buloh and Kepong, Selangor. The inclusion criteria for the survey were 
Malaysian residents, aged 50 years old and above, able to comprehend, Bahasa Malaysia 
or English and not bedridden. Total of 481 participants aged 50 and above were randomly 
selected to participate in this study.  A written consent was then obtained from the 
participants. Participants were ensured of the confidentiality of the information given. Trained 
research assistants interviewed the respondents using the structured questionnaire. 
 
Study instruments 
There were three sections in the questionnaire. Part A – demographic details, self-reported 
chronic medical disorders and living arrangement; Part B- validated frailty and disability 
questionnaire (FiND) and quality of life questionnaire (WHOQOL-BREF). The quality of life 
consists of five domains, namely, general quality of life, physical health, psychological, social 
relationship and environment domains 
For data analysis, we utilized Statistical Package for Social Sciences (SPSS) version 
20.0. Descriptive analysis was conducted to describe the study population characteristics. 
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Inferential analysis was performed, utilizing t-test and chi-square to determine the 
significance of hypothesis with 95% confidence interval (CI).   
 
 
4.0 Findings and Discussions 
From this study, the prevalence of mobility disability among the respondents was 23.1%. The 
mean age was 64.6 (± 8.6) years old, refer Table 2. Female respondents 27.9% (n=60) was 
more affected compared to the male 19.2% (n=51). This result was similarly reported by 
Gong et al.(2007) whereby female usually encountered disability in the older age group 
compared to the males (65 years old and over).   
 
Table 2. Factors influencing general quality of life domain 
Factors Mean±sd Mean difference 
(95%CI) 
t-
value 
p-
value 
Age    4.93 <0.00
1 
    Mobility disabled 
    Non-Mobility disabled 
64.6(8.6) 
60.2(7.0) 
4.4 
(2.6;6.2) 
   
Household income (RM)    5.96 <0.00
1 
    Mobility disabled 
    Non-Mobility disabled 
1465(990) 
2548(299
2) 
1083 
(726;1440) 
   
Meeting children within 6 months    2.58 0.01 
    Mobility disabled 
    Non-Mobility disabled 
78(81) 
101(84) 
23 
(5;40) 
   
Connecting children within 6 
months 
   3.4 0.001 
    Mobility disabled 
    Non-Mobility disabled 
Meeting grandchildren within 
6months 
    Mobility disabled 
    Non-Mobility disabled 
91(78) 
120(75) 
 
67(80) 
58(79) 
28 
(12;44) 
 
9 
(8;26) 
  
 
1.04 
 
 
0.3 
Connecting grandchildren within 6 
months 
    Mobility disabled 
    Non-Mobility disabled 
 
 
 
74(79) 
75(82) 
 
 
1 
(-16;18) 
 0.13 0.9 
Significant p-value set at <0.05 
 
However, Gong et al.(2007) described differences in the disease pattern among male 
and female. According to Luthy et al.(2014), these gender disposition was due to the male 
behaviour of less reporting problems in mobility. On the other hand, women were more 
receptive in display and reporting specific problems related to aging. This phenomenon is 
because they have a longer lifespan as compared to male. Therefore, they have a longer 
duration of symptoms before death and tend to report more problems and handicaps. 
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Our finding is that urban dwellers with mobility disability had significantly lower mean 
quality of life scores across all domains. The largest mean score difference was general 
quality health domain followed by social relationship domain, environmental domain, 
psychological domain and lastly, the physical health.  
 
1. General quality of life domain 
The highest mean score difference between mobility disabled and non-mobility disabled older 
urbanites were in the general quality of life score (mean score difference=14.9;95%CI 11.6-
18.2,p<0.001). This score exhibited the participant’s personal general view of the quality of 
life.        
Further analysis of the data showed that the non-mobility disabled older urban dwellers 
had significant higher household income (RM 2548 ± 2991) as compared those who were 
mobility disabled (RM 1464 ± 990) (p<0.001), refer Table 2. This result is similar to 
Charoenpoom (2015)’s study in Bangkok. The author noted that elderly with a stable 
economic status were able to live with a better quality of life more than those who had less 
economic stability.  
 
2. Social relationship domain 
Second highest significant mean score difference of quality of life was the social relationship 
(mean score difference=9.0; 95%CI 5.7-12.3, p<0.001), where the mobility disabled older 
urban dwellers had the lower mean score. Further analysis of the data showed 
intergenerational connectivity played a significant role in the quality of life of the older urban 
population. There was significance difference of the mean frequency of connecting with own 
children within six months among those non-disabled as compared those who were disabled 
(mean frequency difference= 28; 95%CI 12-44,p=0.001).  Similarly, meeting with own 
children within six months among that non-disabled as compared those who were disabled 
(mean frequency difference= 23; 95%CI 5-40, p= 0.01), refer Table 2. However, meeting or 
connecting with grandchildren did not yield any significant difference in mean of frequency 
between non-disabled and disabled.  This evidence portrayed that the effect occurred directly 
between two generations (parents and children) and did not transcend to the third generation. 
The elderly were stigmatized when they reach retirement age (Carmen,2012). It was 
shown that the greater the number of elderly in a younger person’s family and the tighter the 
relationships between them. Such relationship lowers the level of rejection of elderly by the 
younger people. Hence, ageism phenomenon is reduced. Besides fostering close 
relationship, bringing the young and older generations together in through activities and 
intergenerational projects will improve the understanding between them, increasing the 
support they provide to one another and ensuring their voices are heard within the 
communities. Elderly has life experiences that are worth sharing with the younger ones in 
decision making. Similar to our study, intergenerational connectivity is one of the items in the 
social relationship that influences the quality of life.  
 
 3. Environmental domain 
The third highest significant mean score difference of quality of life was the environmental 
Abdullah, N.N., et.al. / Asian Journal of Quality of Life (AjQoL), 3(11) May / Jun 2018 (p.103-111) 
 
108  
domain (mean score difference= 8.7; 95%CI 6.2-11.2, p<0.01), where the mobility disabled 
older urban dwellers had a lower mean score as compared those who were non-mobility 
disabled. Living arrangement played a vital role where there was a significantly higher 
proportion of mobility disability among those who stayed alone as compared those stayed 
with a family member or spouse (p=0.015), refer Table 1. This result is supported by Ellen 
Gee et al.(2006). 
 
Table 1: Factors influencing psychological, environmental and physical health domains  
Influencing Factors Frequency 
(n) 
N=481 
% Mobility disability 
status 
Yes                     No 
p-
value 
      
Gender     0.02 
    Male 266 55.3 51(19.2) 215(80.8)  
    Female 215 44.7 60(27.9) 155(72.1)  
Marital status     0.12 
    Married-stayed together 410 85.2 89(21.7) 321(78.3)  
    Married –separated  18  3.7  3 (16.7)  15(83.3)  
    Widow/widower 
    Never married 
 44 
   9 
 9.1 
 1.9 
16(36.4) 
 3(33.3) 
 28(63.6) 
  6(66.7) 
 
Living arrangement     0.015 
   Alone 
   With spouse 
   With family member 
Regular exercise 
 (2 sessions of 30 minutes per week) 
   Yes 
   No 
 13 
243 
225 
 
 
236 
245 
 2.7 
50.5 
46.8 
 
 
49.1 
50.9 
6(46.2) 
62(25.5) 
43(19.1) 
 
 
35(14.8) 
76(31.0) 
7(53.8) 
181(74.5) 
182(80.9) 
 
 
201(77.1) 
169(69.0) 
 
 
 
<0.00
1 
Hypertension 
   Yes 
    No 
Diabetes Mellitus 
   Yes 
    No 
Limb loss 
   Yes 
   No 
 
291 
190 
 
192 
289 
 
   8 
473 
 
60.5 
39.5 
 
39.9 
60.1 
 
 1.6 
98.3 
 
79(27.1) 
32(16.8) 
 
60(31.3) 
51(17.6) 
 
   6(75) 
105(22.3) 
 
212(72.9) 
158(83.2) 
 
132(68.8) 
238(82.4) 
 
    2(25) 
368(77.7) 
0.009 
 
 
0.001 
 
 
<0.00
1 
Significant p-value set at <0.05 
 
Chmelo et al. (2015) reported the importance of exercise in preventing or halting mobility 
disability in elderly. In term of performing an exercise, a significantly higher proportion who 
were not performing exercise were mobility disabled (31%) as compared those who 
performed the exercise(14.8%) (p<0.001), refer Table 1. With regards the type of regular 
exercise performed, the majority did regular walking or jogging (80.5%,n=190). Others went 
for cycling (6.4%,n=15),weightlifting and gymnasium activities (n=2.9%,n=7), stretching 
(3%,n=7)), playing badminton (1.7% ,n=4), performed  taichi (2.5%, n=6), hiking (1.7%,n=4) 
and Yoga (1.3%,n=3). 
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4. Psychological domain 
The fourth highest significant mean score difference of quality of life was the psychological 
domain (mean score difference= 8.1;95%CI 5.8-10.4, p<0.01), where the mobility disabled 
older urban dwellers had a lower mean score. Cagan and Unsal (2014) discussed on 
depression and loneliness in disabled adults. Also, World Health Organization (WHO) has 
stated that one of the major causes of depression is the disability. Due to the need to contact 
and interact with others in life, lack of such will cause mental disorders in individuals (Cagan 
& Unsal, 2014).     
Among the main risk factors of deteriorated QoL is the social isolation linked to the 
exclusion and rejection of old age. As people enter the old age period, they may experience 
age-specific problems and handicaps such as regressions in cognitive and physical health, 
lead less productive roles and experience changes in social status, declines in interpersonal 
support and loss of health and this process may bring loneliness (Arslanta et al.,2015).  
Similarly, Moisescu et al.(2014) reported increased loneliness among those with chronic 
disease and physical handicaps.  
 
5. Physical health domain 
Lastly, the lowest significant mean score difference of quality of life was the physical health 
domain (mean score difference= 7.6;95%CI 5.5-9.6, p<0.01).The mobility disabled 
respondents had a lower mean score in contrast to the non-mobility disable. Gong et al. 
(2007) reported that chronic diseases were the high-risk factors for the elderly (65 years old 
and over) who face disability. Older people with hypertension and diabetes mellitus have a 
significantly higher proportion of mobility disability as compared those without hypertension 
or diabetes mellitus (p=0.009 and p=0.001 respectively), refer Table 1.  Similarly, those with 
limb loss had a significantly higher proportion of mobility disability as compared those without 
limb loss (p<0.01). Income plays a huge role in sustaining a good quality of life. Government 
policy should increase the amount of financial aid to the disable elderly. Apart from that, 
mobility-assisted apparatus prices should be subsided to ensure greater affordability.   
Since social relationship has the biggest impact on quality of life among the mobility 
disable elderly, it is prudent to embark on an intergenerational gap (parents-child) awareness 
campaign on a large scale. This movement is to ensure the improvement of the family ties in 
our society that are slowly losing its value the years. Indirectly, it will improve one’s quality of 
life.   
Creating a supportive living environment can ensure that the elderly will not be living in 
isolation. For example, having a caring community in proximity to the elderly housing unit. 
Combined housing unit catering for both generations at one place is another option. 
Health care providers hold a crucial role in strengthening awareness to prevent or halt 
the chronic diseases using screening and comprehensive treatment. This campaign is one 
of the measures to preserve the quality of life.      
The role of physical education in maintaining functional independence and reducing the 
risk factors of the disabilities is essential. However, the activities carried out have to be safe 
and did not pose any risk to injury. The most accessible type of exercise would be walking, 
jogging, swimming and riding a bicycle. This strategy will enhance the fitness programmes 
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for elderly. In return, this will be able to prevent or halt the progression of mobility disability.  
The strength of this study is the validated questionnaire that was able to screen the 
mobility disabled urban dwellers. In term of limitation of this study, there were few as follows. 
Firstly, two localities were utilized rather than nationwide population based. Secondly, we do 
not ascertain whether the respondents with mobility disability experience any mental health 
symptoms such as depression, stress or anxiety. Also, our result does not apply to elderly 
who are bedridden.   
There is a need for future research to explore in depth the severity of the mobility 
disability. Furthermore, a qualitative study should be performed as to explore additional items 
that can be included in the quality of life domains according to the personal perspective 
cumulatively. 
 
 
5.0 Conclusion  
The prevalence of mobility disability among the respondents was 23.1%. Chronic illnesses 
sufferers such as hypertension and diabetes mellitus have a significantly higher proportion 
of mobility disability as compared those without hypertension or diabetes mellitus.  
We found that the quality of life, physical health, psychological, social relationship and 
environmental factors affected elderly with a mobility disability. It is an irony that physical 
health domain had the least effect on the quality of life of the urban elderly when the current 
policy focuses strongly on the health aspects rather than social and environmental domains. 
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